To the Editor: After reading with interest the article by Drs. Tweed and Lee I on time-cycled inverse ratio ventilation (TC-IRV) during anaesthesia, we would like to emphasize several points which require clarification. Our group uses IRV in a time-cycled volume-controlled mode with a constant inspiratory flow adjusted to deliver and end-inspiratory plateau of about 0.5 sec for several years. 2'3 Tweed and Lee have used the term time-cycled IRV to distinguish this mode from pressure-controlled IRV (PC-IRV). However, PC-IRV as introduced by Lachmann et al. 4 is also a time-cycled form of ventilation because inspiratory and expiratory time are preset at the ventilator (by respiratory rate and inspiratory/expiratory (I/E) -ratio) and are not influenced by lung mechanics. In PC-IRV the inspiratory airway pressure is adjusted at the ventilator allowing tidal volume to vary according to changes of lung mechanics. This is the only difference to volume-controlled IRV (VC-IRV) where tidal volume is constant and airway pressure follows the changes in lung impedance.
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Several reports have stressed the importance of air trapping and occult PEEP ("auto PEEP," "intrinsic PEEP") mechanisms due to a short expiratory time. 3'5'6 This gain in end-expiratory lung volume is basically governed by the ratio of expiratory time (Te) to the time constant of the lungs (tau). In the study of Tweed and Lee the shortest expiratory time (respiratory rate = 10. min-I, Te = 23%) of 1.4 sec was far above the time constant calculated from the measured compliance and expiratory resistance (0.05 • 11 = 0.55 sec). Although the authors did not estimate the intrinsic PEEP by an expiratory clamping manoeuvre and did not look for the presence of any end-expiratory flow we agree that according to the lung function of the studied patients there should be only a negligible intrinsic PEEP under the investigated conditions.
As the improvement in oxygen transfer is attributed to the presence of considerable intrinsic PEEP, 3'6 it is not surprising that Tweed and Lee could not see any changes in this aspect. Using higher respiratory rates (15-20. min-l), as we do frequently in intensive care patients, a similar designed investigation would probably result in a more optimistic view of IRV during anesthesia. 
Prevention of iv catheter damage
To the Editor: Drs. Dull, Forbes and Tinker I reported that puncturing the skin with an 18-gauge needle prior to placement of the 22-and 24-gauge over-the-needle catheters was not efficacious in preventing catheter damage during insertion.
We recently published a study comparing intravenous cannulae available in New Zealand, involving 11 different brands: 2 40 of each available brand of 16 and 22 intravenous cannula were evaluated. Following clinical use, the 22-gauge cannulae were carefully removed and were assessed microscopically for distortion. Of the six 22-gauge brands (Insyte | Nipro | Angiocath | Surflo | Venflon 2 | and Jelco | examined, catheter tip distortion varied from no distortion for the Insyte | to 53.8% distortion of all grades, for the Jelco | cannulae. The Jelco | cannula was found to have a higher incidence of catheter tip distortion of those brands examined (P < 0.001).
Dull et al. mentioned in their discussion several limitations of their study, including that only the Jelco | brand of cannula was examined. They discounted that there may be possible differences among different brands because "modem catheter/stylet units are very similar" and "this possibility seems unlikely." We wish to disagree with this assumption. This is despite some differences in the two studies. First the number of cannulae examined in our study was less, 40 compared with 100 by Dull et al. Secondly, the incidence of Jelco | catheter tip distortion in our study was 53.8%, which was considerably higher than Dull et ars 8.0%. Although this discrepancy maybe due to a difference in examination of catheter damage, we feel the methods are comparable. Our study demonstrated a difference in catheter tip distortion among the nine modem available 22-gauge intravenous cannulae available in New Zealand.
Nevertheless, Dull et al. chose the most appropriate brand of intravenous cannula, the Jelco | cannula, to assess for catheter damage, as it would have been the most likely catheter to show such damage based on our findings.
